->Clinical Section'. tbird metatarso-phalangeal joint. The phalanx was displaced outwards, its ba'se forming a sequestrum. An incision was made over the joint, an abscess opened, and the base of the phalanx and the head of the metatarsal were removed.
Di8cu88i0n.-Sir HERBERT WATERHOUSE (President) said that with regard to the obstruction in the left nostril, he agreed with the suggestion to make a hole through the septum to facilitate draining through the right nostril.
Dr. E.-STOLKIND said that by ",surgical diathermy "an almost bloodless operation could be successfully performed in a number of cases. Has recently suffered from attacks of hiccough, very severe, lasting ten to fifteen minutes; no other gastro-intestinal symptoms. Loss of vigour not marked; has been at work up to date. Blood-pressure 104/50. Di8c'ussion.-Dr. F. PARKES WEBER thought that the case was most likely true Addison's disease, and that pigmentation was often best.marked in the less acute cases of Addison's disease. In many-genuine cases the suprarenal disease was not tuberculous.
Dr. SLOT said that at Charing Cross Hospital four years ago there had been a case with similar features. In that case the woman had become almost negroid, she also had gastro. intestinal symptoms, and a low blood-pressure. She was in hospital two or three weeks, and then attended the out-patient department for two years, and, as far as he knew now, she was in perfect health. Such a history showed it was not the disease described by Addison.
He thought the prognosis in Dr. Phear's case was good. No treatment tried seemed to influence the pigmentation.
Occlusion of the Left Subclavian Artery.
By C. E. LAKIN, M.D.
E. S., MALE, aged 56. The patient was having dinner on February 22 -when he suddenly experienced acute pain in the chest, passing into the left arm. He dropped the fork which he was holding, and his arm became insensitive and almost immovable, and later blue and cold. After a few -hours the pain became much less. His doctor, who was called in, could find no pulsation in the left radial, brachial, axillary or subelavian arteries. The patient went to bed, but feeling better next day, got up, but the arm again became blue and painful, and he was recommended to remain in bed. There was a slight rise in temperature for the first three or four days, since which it has remained normal. A collateral circulation has become established, and there has been no gangrene. Fullness can be detected in the left supraclavicular region. The Wassermann reaction is negative.
Discussion.-Dr. E. STOLKIND said that he thought this was a case of syphilitic aortitis with subsequent aortic aneurysm. The negative Wassermann did not exclude syphilitic aortitis; which in adults over forty was frequently accompanied by arteriosclerosis of the aorta.1 The occlusion of the left subclavian artery, so far as it was not caused by thrombus or embolus, might be due to syphilitic cicatrized and pitted patches in the mouth of the artery; he (Dr. Stolkind) had observed this in some of his own cases.
Dr. EVAN BEDFORD said he disagreed with Dr. Stolkind that there was syphilitic aortitis, because the skiagram of the aorta was typical of atheroma. Cases of occlusion of the subelavian have been described; occasionally it was due to syphilitic arteritis, but in the majority of cases it was caused by atheroma, witb or without thrombosis. Dr. Lakin's case seemed to be an example of atheromatous occlusion of the subelavian with a terminal thrombosis. If embolism had occurred, there would almost certainly have been serious circulatory disturbances in the arm and probably gangrene. When occlusion was gradual, compensatory collateral circulation developed slowly so that final complete occlusion became less serious. In thrombotic occlusion the onset of symptoms was often sudden, as, for example, in coronary thrombosis, in which the onset of pain might be sudden and dramatic.
1 " The DiagInosis of Syphilitic Aortitis," Med. Press and Circ., 1921. clxiii, 9. Vasomotor Neurosis.
By MAURICE A. CASSIDY, M.D.2 THIS patient is a man, aged 35, a farmer. English parentage, no Jewish relatives. Always a light smoker (five cigarettes a day); never had venereal disease or other serious illness. He complains that when his legs hang down, or if he walks far, his feet become discoloured and painful and discharge. Symptoms began when he was aged 20, as a pricking sensation in the feet, across the instep in front of the heel, brought on by pendency or by exertion. This sensation increased to the point of pain so that he was obliged to stop walking, and then the pain would cease. During the attack the feet became mottled and swollen. These symptoms were promptly relieved by recumbeney. At first the symptoms were slight and did not trouble him much. He joined the Army in 1914, but during training he was constantly in and out of hospital, and was finally invalided out in 1916. Subsequently he joined the Air Force, where his feet did not trouble him so much, nor was he seriously incapacitated during the years immediately after the War. During the last three years or so his symptoms have been increasingly severe; some days he may be able to walk three or four miles, but at other times he can with difficulty get about at all owing to the severity of the pain induced by walking. His symptoms are always worse during wet weather; with a high barometer and dry weather he is at his best. His hands are always cold and blue, but apart from this, give him no trouble; his fingers never "go dead " nor have there been any sore spots on the hand. Small ulcerated areas frequently appear on the feet, chiefly in the neighbourhood of the ankle, never on the toes. The skin of the feet "discharges " during the attacks, crusts being formed as the discharge dries.
